Blood sedimentation rate is at present 12 mm. in the first hour (Wintrobe corrected). During 1945 to 1948 it has varied from 29 to 59 mm. in the first hour (uncorrected) .
Wassermann reaction and gonococcal complement-fixation test were both negative (in 1947 and 1950) .
Serum phosphorus, calcium, alkaline and acid phosphatase have been repeated on several occasions and have always been within normal limits. Comment.-The clinical picture is of a chronic, and, at present, inactive arthritis involving both elbows and wrists, and the left ankle. The feature of interest is the X-ray appearances.
A gonococcal arthritis or a secondary deposit from a carcinoma of the prostate has been excluded as far as possible, and there is no evidence to suggest any obscure form of industrial poisoning. It is unlikely that the dense sclerosis might represent a primary bone lesion since the history shows that in the left ankle, for example, a subacute arthritis without X-ray changes was the first stage, and that the erosion and sclerosis developed subsequently and progressed as the joint condition became less active clinically. This suggests that the basic lesion is an infective arthritis of unknown origin which is associated with unusual changes in the neighbouring bones. Angular bowing of lower tibia and fibula shafts noted since birth and tending to increase. X-rays show cystic changes in affected part of the tibia (Fig. 1 ). Some attempt at new bone formation in the concavity of the tibia in more recent films (Fig. 2) . No evidence of fracture.
Pre-pseudarthrosis of
Child also has patches of cafe-au-lait skin pigmentation. Mother has similar patches and also subcutaneous neurofibromatous nodules. Sister also has caft-au-lait patches.
Blood chemistry showed evidence of mild rickets now returning to normal on treatment.
It appears probable that this case will terminate in pseudarthrosis of the tibia. Eleven years' history of gradually increasing stiffness and deformities of wrists, hands and feet with pain, also gradual appearance and enlargement of subcutaneous tumours on both forearms and hands.
Examination and X-rays (Figs. 1, 2 and 3) show hypertrophic degenerative arthritis of inferior radio-ulnar, carpal and tarsal joints, and degenerative changes in finger and toe joints suggestive of gout; dorsal subluxation of both ulnar heads. There are also signs of mild spastic paraplegia with extensor plantar responses and exaggerated knee and ankle jerks, and absent biceps and supinator jerks on the left. C.S.F., blood counts and blood chemistry all normal. W.R. and Kahn and gonococcal C.F.T. all negative.
Biopsy of tumours from right forearm and hand show appearance of a chronic rheumatic lesion. A neurologist had failed to make a diagnosis of the neurological condition but stated that this was not syringomyelia. It seemed impossible to account for the joint changes, subcutaneous tumours and paraplegia on a single pathology, and there were no fresh suggestions from the Meeting. Male, aged 19. History.-Six weeks ago "he felt his jaw go". He then for the first time noticed the cross bite and the pain and tenderness over the right temporo-mandibular joint. At hospital a diagnosis of "Dislocation of the Right Temporo-Mandibular Joint" was made. He was twice manipulated under pentothal anesthesia. He states that manipulations gave him "temporary relief only". He subsequently reported to a Dental Department where the clinical diagnosis of "Temporo-Mandibular Dislocation" was made again. Two further manipulations under general anasthesia were done without relief.
